Cormmunity

Clinics

Medical Clearance Form
Mauston Dental
880 Hesriot Drive
Mauston, WI 53948 (608)847-6700

ATTN:

Date:

Patient’s Name:
DOB:

Address:

City: State: Zip:
Patient’s Phone #:

Physician’s Name: Fax#t

Physician’s Location & Phone #:
Requesting Dentist:

Dentist Notes/ Request

Signatute;

Response

Signature;

Please Respond to request and fax to (608) 847-6122, so that we may begin patients treatiment.

Thank You

880 Herriot Diive Po Box 448 Mauston, W1 608-847-6700

Fax # 608-847-6122







